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ABSTRACT
The Impact of Client and Therapist Religious Commitment on
Psychotherapy in a University Counseling Center
Brodrick Thomas Brown
Department of Psychology, BYU
Doctor of Philosophy
Religion is important to many Americans and the way they approach life, but
psychologists are less likely than the general population to be religious. Because of this, it is
important to not only know how religious commitment can influence clients’ outcome and
experience in psychotherapy, but also how the level of match between client and therapist
religious commitment might impact those variables. The current study was undertaken in order
to investigate how client religious commitment impacts distress at the beginning and end of
treatment, how therapist religious commitment impacts the use of religious/spiritual
interventions in therapy, and whether the level of match between client and therapist religious
commitment predicts client perception of therapy and/or outcome.
Seven hundred and thirty individual therapy clients at a university counseling center
completed measures of religious commitment, symptom distress, and concerns about therapy
throughout their course of treatment. Forty-four therapists also completed a measure of religious
commitment in addition to session-by-session checklists detailing what types of interventions
they used in each appointment with participating clients. Client religious commitment was found
to significantly predict lower initial distress (B = -0.77, p < 0.001, R2 = 0.07, 95% CI [-0.97, 0.57]) and lower distress at the end of therapy (B = -0.32, p = 0.001, R2 = 0.34, 95% CI [-0.51, 0.14]), and fewer concerns about therapy predicted better outcomes (B = 2.04, p < 0.001, R2 =
0.38, 95% CI [1.52, 2.52]). Contrary to the findings of previous research, therapist religious
commitment did not predict use of religious/spiritual interventions in therapy (B = 0.05, p =
0.062, R2 = 0.09, 95% CI [-0.002, 0.11]). Finally, level of match between client and therapist
religious commitment was not related to client concerns about therapy (B = -0.002, p = 0.161,
95% CI [-2.40, 9.57]) or client outcomes B = -0.014, p = 0.120, 95% CI [-0.03, 0.004]). Possible
explanations and influencing factors are put forth and the findings are discussed in the context of
a highly religious population.

Keywords: Psychotherapy; religiosity; religious commitment; therapy outcome; therapist factors;
therapist-client matching
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The Impact of Client and Therapist Religious Commitment on
Psychotherapy in a University Counseling Center
Religion is important to the majority of individuals in America and can have a significant impact
on their lives (Brown et al., 2013; Hood et al., 2018). According to a 2017 Gallup poll, only
about 20% of adults in the country reported that they do not have a specific religious identity,
and 15% of those still considered themselves a “religious person.” In 2020, 74% of adults
reported identifying with a specific religion and 73% identified religion as “fairly” or “very
important” to them (Gallup, 2021). Religiosity has also been established as a predictor of
positive mental health outcomes, generally (Bonelli & Koenig, 2013; Oman & Syme, 2018).
Hood et al. (2018) submitted that because religion is such an important part of human
experience and is often used to convey the meaning and significance of life events, it is
important for psychologists to understand the impact it has.
In contrast to the general public, Post and Wade (2009) found that psychologists are less
likely to be religious or believe in God than typical Americans. When asked how important
religion is to them, psychologists are significantly less likely than others to respond that it is
“fairly” or “very” important (Shafranske & Cummings, 2013). A handful of studies have asked
these questions of both psychologists and the general population and estimates of the difference
between the two groups range from 17% less to 40% less (Delaney et al., 2007; McMinn et al.,
2009; Shafranske, 2000). The fact that therapists are less likely to believe that religion is
important shows that it is probable for there to be at least some degree of incongruence between
the typical therapist and the typical therapy client on this characteristic.
While both client and therapist factors have been repeatedly shown to impact the
experience of psychotherapy and treatment outcomes for clients, neither client nor therapist
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religious commitment has been specifically studied in this context (Baldwin & Imel, 2013;
Bohart & Wade, 2013; Okiishi et al., 2003). Additionally, while disconnects between client and
therapist religiosity could impact a client’s experience of therapy, very little is known about how
their religious values might interact. Previous research has exhibited mixed evidence for the
impact that matching on characteristics like race and ethnicity can have on psychotherapy, but
there is some indication that it can be helpful (Cabral & Smith, 2011; Dolinsky et al., 1998). The
purpose of the current study is to investigate the impact that client and therapist religious
commitment, independently, have on psychotherapy, including the client’s perception of therapy
and outcome. It will also examine how client and therapist religious commitment interact to
impact psychotherapy outcome.
When discussing religion there are several terms that are important to define, and
psychologists have struggled to find consistency in these definitions (Paloutzian & Park, 2021).
The word “religion” most frequently denotes membership in an organized group connected by
sacred beliefs, traditions, rituals, or practices (Koenig, 2009). The terms “religiosity” and
“religiousness” are typically used interchangeably throughout the existing literature and the term
“religious commitment” is used in a similar way. All three refer to the degree to which an
individual participates in and identifies as part of a religion. Worthington (1988) defined
religious commitment, specifically, as “the degree to which a person adheres to his or her
religious values, beliefs, and practices and uses them in daily living” (p. 166). Spirituality, on
the other hand, is less concrete, and usually indicates a more individualized relationship with
something divine or transcendent that is not necessarily associated with any particular group or
specific set of beliefs (Koenig, 2009; Post & Wade, 2009; Saucier & Skrzypińska 2006). An
individual can identify as religious but not spiritual, spiritual but not religious, both, or neither.
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While these constructs are clearly related and similar, the current study focuses on religion
specifically, rather than spirituality.
Client Factors
Client factors have an impact on client experience in psychotherapy, including treatment
outcomes (Garfield, 1994), and Bohart and Wade (2013) found that client factors account for a
significant amount of the variance in outcome between clients. They conceptualized the role of
the client in therapy as an “active learner and problem solver who contributes to therapy process
and outcome,” and asserted that therapists should consider clients’ preferences, values, and
perceptions about therapy when decisions about treatment are made (p. 219). Client factors
included aspects such as motivation, coping style, and perceptions about the therapeutic
relationship. Demographic factors also predict aspects of therapeutic experience and outcome.
For example, women and individuals who identify as a sexual minority were more likely to drop
out of treatment sooner than others (Anderson et al., 2019). Dougall and Schwartz (2011) found
that client socioeconomic status (SES) impacted the way that therapists perceived and interacted
with them. Therapists were more likely to report that clients with higher SES were “dominating”
them in therapy and rated higher SES clients as having milder problems than those with lower
SES.
In addition, a meta-analysis of premature termination studies indicated that younger
clients were more likely to discontinue therapy before treatment was completed. That same metaanalysis showed that characteristics like client gender, marital status, and educational level
predicted premature termination in some cases, but there were some mixed results (Swift &
Greenberg, 2012). Another meta-analysis showed that a client’s pattern of responding to and
coping with their environment predicted what type of therapy would be most effective for them.
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When clients had a more internalizing coping style, they benefitted more from insight-oriented
therapy, while externalizing clients benefitted more from symptom-focused therapy (Beutler et
al., 2011). The clients that were given the type of therapy that matched their coping style had
better outcomes than those that were not matched to a significant degree with a weighted effect
size of d = 0.55. This shows that nondiagnostic client factors are important to consider when
deciding on what treatment would be most effective for a given client (Beutler et al., 2011). This
research shows that client factors can be expected to impact measures of therapy outcome to a
significant degree.
Client Preferences in Therapy
Client treatment preferences should be taken into consideration, because such preferences
impact therapy outcome. In its statement on evidence-based practice in psychology, the
American Psychological Association (APA, 2005) indicated that client preferences should be
considered when the therapeutic relationship is being formed and specific interventions are being
implemented, as one of the central goals of evidence-based practice in psychology is to allow the
client to choose among effective intervention options. Furthermore, actively involving the patient
in the process of delivering psychological services is crucial to treatment success, as
psychological services are most effective when they take into account the client’s specific
problems, strengths, personality, sociocultural context, and preferences, including preferences
related to treatment, such as their goals, beliefs, worldviews, and treatment expectations (APA,
2005).
In a meta-analysis of 35 studies, Swift, Callahan, and Vollmer (2011) found that clients
who were matched to their preferred type of therapy conditions were less likely to terminate
therapy prematurely. These clients also exhibited greater improvement on outcome measures in
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comparison to those who either received the opposite of their preference or when their
preferences were simply ignored (d = 0.31). An odds ratio of 0.59 indicated that individuals who
were matched to their preferred therapy were about half as likely to drop out as those not in their
preferred conditions. Swift et al., (2011) also found that client preferences for therapy roles,
treatment types, and therapist characteristics were all important to consider. They encouraged
therapists to avoid assuming that they know their client’s preferences, suggesting that a
discussion about preferences be had early in therapy. Once such a discussion has occurred, the
therapist should either provide treatment in accordance with the client’s preferences or provide a
rationale for why they will not be doing so. In a follow-up meta-analysis, Swift et al. (2018)
confirmed the previous findings. Clients who were matched to their therapy preferences had
better outcomes (weighted effect size of d = 0.28) and clients who were not matched to their
preferred treatment were almost twice as likely to drop out of treatment early (OR = 1.79). Given
these results, they recommended three areas to consider client preferences in: therapy activity
preferences, therapist preferences, and treatment type preferences.
Client Perceptions of Therapy
Client perceptions of therapy and progress in treatment also impact the therapy
experience, so if the client has concerns about therapy, such concerns will likely have a negative
impact on his/her experience and outcomes. Raylu and Kaur (2012) found that substance abuse
clients who perceived that therapy was going to be helpful were more likely to have positive
changes in their mood and better outcomes overall. These clients had high expectations that they
would have positive outcomes and would be open with their therapist early in therapy. Lambert
and Shimokawa (2011) similarly found that clients benefitted when therapists specifically sought
to understand their client’s perception of therapy and satisfaction with the therapeutic
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relationship. When therapists did so, the working relationship was enhanced, and clients were at
lower risk of premature termination from therapy. Clients who were already at higher risk for
deterioration or premature termination benefitted even more than others. Giving feedback to
therapists about their clients who had negative perceptions of therapy was helpful in improving
therapy experience and outcome (Lambert & Shimokawa, 2011). Tao et al. (2015) also found
that clients’ perceptions of their therapist’s multicultural competence significantly predicted a
better therapeutic alliance and improved client satisfaction with their treatment. These studies
show that the client’s perception of therapy influences their experience and outcomes.
Swift and Derthick (2013) asserted that clients’ expectations about therapy outcomes and
expectations of the therapy process are both important, and they recommended that clinicians
spend time increasing client buy-in about therapy and the therapeutic relationship. In a list of
interventions for improving client expectations they included increasing clients’ faith in their
therapist, presenting a convincing treatment rationale, and comparing their progress with their
expectations. Swift, Greenberg, Whipple, and Kominiak (2012) also suggested that one
important way to keep clients from terminating therapy early is to increase their faith in their
therapist by addressing expectations, hopes, and preferences for treatment early in the process.
Finally, Bachelor (2013) found that clients and therapists have different perceptions of how good
the therapeutic alliance is, and the client’s ratings have a significant impact on therapy outcome.
They asserted that it is important that clients perceive that treatment could be effective and that
their therapist is credible and helpful. Therefore, understanding clients’ perceptions or concerns
about therapy progress and their relationship with their therapist could provide helpful
information to predict their outcomes and experience in therapy overall.
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Religiosity
Higher religiosity has been consistently associated with improved mental health
outcomes in general (Shafranske & Cummings, 2013) and therefore may be related to lower
distress in clients who are entering therapy. Brown, Elkonin, and Naicker (2013) stressed that
religious beliefs are such a large part of some individuals lives that in order to understand
someone fully, it is probably necessary to understand their religious beliefs. Oman and Syme
(2018) performed a meta-analysis of studies linking religiosity to positive health outcomes like
longevity, dementia prevention and coping, physical health, psychological well-being, and other
mental health outcomes. They argued that the existing evidence establishes that religion and
spirituality have a strong positive influence on health overall. In another meta-analysis,
McCullough (1999) found that religious involvement was positively related to several measures
of mental health and increased the effectiveness of other (non-religious) coping strategies. In
addition, Bonelli and Koenig (2013) completed a systematic review and found that 93% of
studies on the relationship between religiosity and mental health indicated that religious
involvement was associated with positive mental health outcomes. All of the studies involving
individuals with dementia, suicidality, and stress-related disorders found positive impacts in
addition to most of the studies on depression and substance abuse. Koenig (2009) also
corroborated these findings, reporting that religiosity was related to positive outcomes in
substance abuse, psychotic disorders, suicidality, and anxiety. Individuals experienced decreased
panic symptoms, lowered likelihood of relapse in substance use, and fewer deaths by suicide.
They emphasized that religious beliefs and practices can represent powerful sources of comfort,
hope, and meaning in individuals from various demographic groups (Koenig, 2009).
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In young adults, specifically, it has been shown that religiosity is associated with better
adjustment. For example, Yonker et al. (2012) found that young adults who were more religious
were less likely to be depressed or engage in risk behaviors like underage drinking, smoking
marijuana, smoking, sexual activity, and substance use. Overall well-being and self-esteem were
also positively correlated with religiosity in these same individuals. Hardy et al. (2011) also
found that religious individuals were more likely than most of their peers to be in mature stages
of identity development. In addition, Exline et al., (2020) found that both current and lifetime
religious/spiritual struggles are more common in college students who have disengaged from
religion – even if they still identify as spiritual.
Religious beliefs impact many parts of an individual’s life, including how they cope with
difficulties. Positive religious coping strategies can increase positive mental health outcomes and
are related to better recovery from adverse life events in individuals who use them. These
positive strategies include things like seeking spiritual connection, seeking divine direction,
obtaining support from clergy members, and helping others in a religious context (Pargament et
al., 2004). However, Pargament et al. (2004) also found that some religious coping strategies can
have negative impacts on individuals’ mental health. For example, considering a difficult
situation to be punishment from God, questioning God’s love, passively waiting for God to take
control of the situation, and pleading for direct intervention were related to negative outcomes.
Importantly, both positive and negative coping strategies can come from the same religious
beliefs and be used by the same individual. Both types of coping strategies had long-term impact
in addition to short-term consequences for the individuals using them (Pargament et al., 2004).
While the majority of evidence indicates that religiosity is related to positive mental
health outcomes, some additional research has indicated that there can be negative effects.

RELIGIOUS COMMITMENT AND PSYCHOTHERAPY

9

Johnson and Hayes (2003) found that 26% of incoming clients in a university counseling center
reported experiencing considerable distress due to religious or spiritual issues. The individuals
who reported religious or spiritual distress were also more likely to report increased distressed
surrounding loss of relationships, sexual assault, confusion about values, problematic
relationships with peers, and sexual concerns. They were also likely to perceive difficulties as
being punishment for one’s sins. Adams (2018) pointed out that religious perfectionism is higher
in some religious groups and could lead to difficulties. They indicated that while religiousness
may often provide protection from many mental health concerns, it can also lead to religious
perfectionism that can be related to poor mental health outcomes. While investigating the impact
of religiosity on lesbian, gay, and bisexual Black Americans, Walker and Longmire-Avital
(2013) found that religious individuals were more psychologically resilient than non-religious
individuals. However, this was only true for those who also endorsed high internalized
homonegativity, indicating that the relationship between resilience and religiosity is complex,
but that the use of religion as a coping tool and homosexuality are not mutually exclusive
(Walker & Longmire-Avital, 2013). The findings from these studies indicating the potential for
negative effects from religiosity suggest that while there is significant evidence that religiosity
can be psychologically beneficial, it is worthwhile to continue to investigate the relationship
between them.
Therapist Factors
Therapist factors have an impact on client experience and outcome in therapy (Anderson
et al., 2009). Baldwin and Imel (2013) found that therapists differ in their effectiveness, in that
some therapists’ clients have significantly better outcomes than other therapists’. In a metaanalysis, they established that therapist effects explained about 5% of the variance in outcome
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between clients, which is similar to the effect for the therapeutic alliance. They also pointed out
that even small effects can make a large difference in public health over time. Additionally,
Okiishi et al., (2003) found that therapist effects could account for a full standard deviation
difference in outcome from the best to worst therapists. Those therapists whose clients improved
most rapidly, improved at a rate that was ten times faster than the average for the study. The
therapists whose clients improved the slowest actually showed an average increase in clinical
symptoms among their clients. These findings show that the therapeutic outcomes of a client can
be significantly impacted by the therapist with whom they work. Therapist characteristics that
impact client experience include the therapist’s values. Previously, therapists were expected to be
value-free in therapy, but in recent years it has become clear that doing so is likely impossible
(Tjeltveit, 1986; Williams, 2018). Corey et al. (2007) recommend that therapists need to at least
be conscious of their values and how they impact their assumptions, core beliefs, and biases.
Religious values are one specific area in which therapists may differ, and those differences can
have an impact on their practice of psychotherapy.
Therapist Religiosity
Therapist religiosity has an impact on their use of religious interventions in therapy, in
that if a therapist is religious, they are more likely to use religious interventions or address
spiritual or religious topics in therapy. Cummings et al. (2014) performed a systematic review of
29 studies and found that higher therapist religiosity or spirituality predicted more favorable
attitudes toward using religious or spiritual themes in therapy, more frequent integration of them
in treatment, and more confidence in their ability to do so. Therapists also appeared to prefer
clients who share their religious/spiritual beliefs and values. Shafranske and Malony (1990)
stated that psychologists’ personal orientation toward religiousness and spirituality were the

RELIGIOUS COMMITMENT AND PSYCHOTHERAPY

11

primary determinants of their approach to these types of issues. Specifically, therapist attitudes
matter more than even their clinical training. While the majority of the participants agreed that
psychologists have the training necessary to work with clients on religious issues, only about
30% described being personally competent to do so. Additionally, Walker et al. (2005) found
that therapists who were more religious were more likely to engage in religious interventions
during treatment. Therapists’ personal religiousness and practice of religious behaviors predicted
more frequent use of religious interventions and self-reported competency. Interestingly, when
they received clinical training specifically geared toward integrating religion in therapy,
therapists felt more competent and used religious interventions more frequently.
Though training therapists in religious topics may be beneficial, they do not typically
receive a significant amount of training in how to use religious interventions in therapy. Barnett
and Johnson (2011) pointed out that religious issues are often entangled with clients’ other
presenting problems. Thus, they suggested that therapists need to be sure that they are including
religion in therapy in an ethical and responsible way. In 2011 only about one fourth of the
psychology graduate programs in America offered a single course covering the subject of
religion and spirituality in mental health. Additionally, only about 16% of clinical programs
reported that they provided a course, clinical supervision, and conducted research on the topic
(Schafer et al., 2011; Vieten et al. 2013). Walker et al. (2011) found that while many clients
wanted to discuss religious topics in therapy, clinical directors at mental health clinics expressed
concern about the idea that clients would request religious interventions. Oxhandler and Parrish
(2018) reported that most therapists had positive views toward involving religious or spiritual
topics in therapy, but they did not feel confident in their ability to do so appropriately. Only
about 10% of the therapists said that they used empirically supported treatments that included
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religious or spiritual interventions. Hathaway et al. (2004) stated that psychologists only discuss
spiritual and religious concerns with 30% of their clients, and only 28% of clinicians reported
having received any training concerning religious or spiritual topics in a university setting.
Overall, therapists are unlikely to feel competent or comfortable with integrating religious
interventions unless they are religious themselves, and they are probably not educated on how to
do so effectively.
Religious Interventions
Though it seems the majority of clinicians do not include religious interventions in their
approach to therapy, religious clients benefit from these interventions. In a systematic review,
Paukert et al. (2011) found that therapy that included religious interventions was “at least as
effective” as secular forms of therapy. They did not differentiate between individuals with high
or low religiosity, so individuals who were more religious may have benefitted even more from
the religious therapies. Razali et al. (1998) studied religious clients that were diagnosed with
generalized anxiety disorder or major depressive disorder. The clients who received therapy that
included religious interventions improved significantly faster than those in the non-religious
intervention group. Specifically, those in the religious intervention group had better outcomes
after four weeks and twelve weeks of treatment, and after six months they had the same level of
improvement as those who did not get religious interventions. This shows that they benefitted
from therapy faster and maintained their improvements over time. The purpose of the religious
interventions was to help the clients cope using their religious and/or spiritual resources.
Meta-analyses have also supported the use of religious interventions in therapy. Captari
et al. (2018) found that psychotherapy that included religious and spiritual techniques was more
effective than no-treatment controls and alternative secular therapies to a significant degree
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(Hedges g = 0.74). While therapy that included religious topics (e.g., religious-accommodative
CBT) consistently performed equivalently to non-religious therapy (e.g., typical CBT) on
psychological outcomes, clients rated their “spiritual well-being” as having improved more in the
therapy that included religious and spiritual techniques (g = 0.34). In another meta-analysis,
Smith et al. (2007) found that approaches that included religious or spiritual adaptations were
more effective than other types of therapy for clients with depression, anxiety, stress, and eating
disorders as their main concerns. They noted that the religious/spiritual therapy had a greater
impact on measures of well-being than measures of mental health symptoms. In the studies
analyzed by Smith, et al., adaptations included activities like discussing religious issues, praying
in session, and using scripture to dispute thoughts during session. They reported that learning to
apply their own religious or spiritual beliefs to their mental health or well-being concerns seemed
to be very helpful for clients.
Clients also report that religious interventions can be helpful in therapy. Martinez et al.
(2007) interviewed individuals who had received therapy at a university counseling center and
found that highly religious clients found religious interventions to be helpful, overall. Clients
rated in-session interventions (e.g., reading scripture, discussing religious topics, etc.) as more
helpful, but less appropriate when compared with those that happened outside of sessions (e.g.,
involving religious community resources, inviting the client to pray on their own, etc.). Religious
interventions that were considered both appropriate and helpful by participants included
referencing scriptural passages, teaching spiritual concepts, encouraging forgiveness, and
therapists conducting assessments of client spirituality. The most common client concerns about
using religious interventions were that the therapist was acting in an ecclesiastical role and that
the timing of the interventions was not ideal. Martinez et al. (2007) suggested that therapists
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should be sure that all religious interventions clearly match the client’s values, readiness, and
reason for seeking therapy. Currier et al. (2020) found that, at intake, a majority of clients in one
outpatient therapy clinic expressed the desire for their therapist to be “spiritually affirming” and
almost one-third hoped to address religious or spiritual issues in therapy.
Therapist and Client Matching
The congruence or matching between client and therapist factors can have an impact on
outcome and the client’s perception of therapy. For example, there is some evidence that
outcomes are improved when clients are matched with therapists on variables like ethnicity, race,
religiosity, and other personal characteristics. Dolinsky et al. (1998) found that clients who
reported feeling like they had a “positive match” with their therapist were more likely to have a
positive perception of their progress in therapy and the therapeutic relationship. In this study,
“match” referred to the level to which the therapist and client felt that they were similar in
several different areas including sense of humor, political values, and personal values. Flaskerud
and Liu (1991) found that Asian therapy clients whose language or ethnicity matched their
therapist were more likely to remain in treatment longer and were less likely to terminate therapy
prematurely. Morrison and Borgen (2010) performed a qualitative study of incidents in therapy
that hindered progress and the development of the therapeutic relationship. They found that the
most common types of event that disrupted progress were when the client’s actions were
contrary to the therapist’s belief system, the therapist had limited empathy as a result of their
blind spots and biases, and when the therapists and client had different expectations within the
same religion. This indicates that differences between a client and therapist can lead to
difficulties in treatment.
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The benefits of matching between clients and therapists have mixed evidence. In a metaanalysis, Cabral and Smith (2011) reported that matching according to race or ethnicity is
probably less important than establishing cultural competency among therapists. However, they
indicated that there are some individuals or groups that may benefit from matching. They found
that clients typically had a strong preference for a therapist whose race or ethnicity matched their
own (d = 0.63) and viewed therapists who matched them on race or ethnicity more positively (d
= 0.32). While the average effect size of outcome variables was quite small (d = 0.09), African
American clients tended to have somewhat better outcomes (d = 0.19) when matched to their
therapist. Additionally, Asian American clients showed no initial preference for matching, but
perceived matching therapists more positively, while the opposite was true for
Hispanic/Latino(a) clients. They said that groups that have strong racial or ethnic identification
and wariness about bias in mental health services provided by Caucasian therapists are more
likely to benefit from matching. The results confirmed that matching was more salient for people
of color than White/European American clients. Smith and Trimble (2016) also performed a
meta-analysis and found that studies that included white clients are less likely to find effects for
matching effects. Client-therapist matching on race or ethnicity led to clients of color being more
likely to stay in therapy. Higher effect sizes also showed that matching impacted treatment
completion more than the number of sessions a client attended.
Therapist and client matching on religiosity may have a positive impact on psychotherapy
experience and outcomes, but little research exists on the topic. Gregory et al. (2008) found that
when individuals not engaged in psychotherapy were given written descriptions of
psychotherapists, the highly religious clients preferred any therapist that also belonged to a major
religion (Christian, Jewish, or Islamic). However, while they were more likely to want to see a
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psychologist who identified with one of these religions over someone who was atheist, there
were no significant differences between the three major religions. This indicates that the
psychologist’s religious affiliation does not matter to the clients as much as the fact that they are
religious. In a qualitative study, Martinez et al. (2007) found that clients in a religious
university’s counseling center were impacted by their perception of a convergence of religious
beliefs with their therapist. Clients felt more comfortable with their therapist and were more
confident in their therapist’s credibility if they felt like that convergence was present.
Another qualitative study indicated that having their own religious or spiritual beliefs or
having similar beliefs to their clients made it easier for therapists to engage with clients on
religious topics. Alternatively, both having “clashing” beliefs, morals, or values, with the client
and being uncomfortable with religious or spiritual issues oneself made it uncomfortable for
therapists to talk about religious issues with clients who wanted to discuss such matters (Brown
et al., 2013). Kelly and Strupp (1992) investigated whether matching between client and therapist
on various values were helpful and found that religious values were the only variable where
similarity was correlated with positive outcomes in therapy. Overall perceived match was
positive, but specific variables other than religious values did not have a significant impact
individually, and even the religious values only showed a positive impact on one outcome
measure. Therefore, while the evidence for client-therapist matching is mixed overall, there is
some indication that convergence could be positive in psychotherapy.
Current Study Aims and Hypotheses
As has been discussed, religiosity has an important impact on many individuals’ lives and
mental health. The current literature indicates that religious commitment is related to positive
mental health outcomes in general, but there is a dearth of research that addresses how client and
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therapist religiosity influence outcome in psychotherapy. Much of the research that does exist
focuses exclusively on psychotherapy that is overtly religious or specifically emphasizes
religious themes. While these approaches are important to investigate, the current study aimed to
expand understanding of how client and therapist religious commitment, and the congruence
between them, influence therapy outcome in standard therapeutic approaches in a naturalistic
setting.
Because religiosity is related to better mental health, it was hypothesized that clients with
higher religious commitment would have lower distress at the beginning of therapy compared to
those with lower religious commitment. While the existing research does not indicate how
religious commitment might influence psychotherapy outcome, benefits do exist for individuals
who use positive religious coping strategies, and there is a well-established positive relationship
between religiosity and mental health. Therefore, it was hypothesized that individuals who were
more religiously committed would have better outcomes. Specifically, it was hypothesized that
clients with higher religious commitment would have less distress at the end of their course of
treatment than those with lower religious commitment when controlling for initial distress. It was
also hypothesized that outcomes would be better for clients who reported fewer concerns about
therapy.
Since therapists are more likely to engage in religious interventions when they are
religious themselves, it was hypothesized that therapists who were higher in religious
commitment would engage in more religious interventions each session on average over the
course of therapy. Additionally, a better match between client and therapist religious
commitment was hypothesized to predict better client perception of treatment progress, including
their willingness to be open and honest in therapy and perception of their therapist’s
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understanding of their problems. In a related point, it was also expected that a better match
between client and therapist religious commitment would predict better therapy outcomes.
Overall, the hypotheses were as follows:
1. Higher client religious commitment would
a. be related to lower initial distress
b. predict lower distress at the end of treatment when controlling for initial
distress
2. Fewer client concerns about therapy progress would predict better outcomes in
therapy
3. Higher therapist religious commitment would predict higher average number of
religious interventions used per session
4. There would be an interaction between therapist and client religious commitment on
therapy outcome
a. A better match between therapist and client religious commitment would
predict fewer client concerns about therapy progress
b. A better match between therapist and client religious commitment would
predict better therapy outcome
Overall, this study helps to fill the knowledge gap that exists in this area of
psychotherapy research and assist clinicians in knowing what to expect from clients and their
outcomes based on their religious commitment. It also introduces the question of whether clients
would do better with therapists who match their level of religious commitment. This information
would be especially valuable for individuals who provide psychotherapy in highly religious
communities.
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Method
Participants
Participants in the study were recruited from Counseling and Psychological Services
(CAPS) at Brigham Young University (BYU). The client participants were students at the
university who were enrolled in classes and seeking to begin psychotherapy at CAPS. Clients
who were already involved in individual therapy were also eligible for participation in the study.
If a client was in therapy with more than one therapist during the course of the study, only the
data from the first round of therapy with a therapist participant were used. As part of admittance
to the university, an “ecclesiastical endorsement” must be obtained from their religious leader
and renewed throughout their time at the school. A part of this endorsement is confirming
continued participation in religious activities throughout the student’s time in school. This
process creates a unique set of participants for this study in particular, due to the fact that each of
them has at least officially declared that they are religious in some form.
Of the 1303 clients who consented to participate in the project, 730 completed the
questionnaires included in this study. The remaining individuals were not included for various
reasons, including not attending any therapy appointments, never completing the CAMOS
questionnaire, withdrawing from the study, etc. Clients were 69% female, 30% male, and less
than 1% identified as transgender or did not wish to respond. Ninety percent of clients were
between the ages of 18-25. Less than 1% were 17 and 9% were above 25, with the maximum age
being 66 years. When asked to identify their ethnicity in an open response format 84% of clients
identified as White or Caucasian; 4.8% as Latinx; 4.2 as multiracial; 3.8% as Asian/Asian
American; 0.6% identified as Pacific Islander; 0.6% identified as Black/African American; and
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1.6% identified as Native American, other, or did not specific an ethnicity. These demographic
variables are also reported in Table 1.
Table 1
Client Demographic Information
Characteristic
Gender*
Female
Male
Transgender or “Do not wish to respond”
Age
<17
18-25
>25
Race/Ethnicity**
White/Caucasian
Latinx/Hispanic
Multiracial
Asian/Asian American
Pacific Islander
Black/African American
Other
Religious Affiliation
Christian
Latter-day Saint
Specific affiliation other than Christian
Atheist or Not Religious

n

%

504
219
7

69
30
<1

8
657
65

<1
90
9

614
35
31
28
6
4
12

84
4.8
4.2
3.8
0.8
0.6
1.6

693
679
22
15

95
93
3
2

Note. N=730
*Options for gender self-identification included in the demographic survey were “Female,”
“Male,” “Transgender,” and “Do not wish to respond” **Race/Ethnicity data were gathered via
open-ended responses to the prompt “What is your ethnicity?”
Ninety-five percent of clients identified their religious affiliation as Christian, with 3%
identifying as another affiliation and 2% as atheist or not religious. Of those who listed a specific
religious denomination (686 of clients), 99% were members of the Church of Jesus Christ of
Latter-day Saints. Almost 97% of clients said “Yes” to the question, “Is religion important to
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you?” and 51.8% selected yes to the question “Has religion hurt you?” All individual therapy
clients at the counseling center were eligible to participate, with no other inclusion or exclusion
criteria.
Therapist participants consisted of 44 individuals who consented to be a part of the
project and completed the Religious Commitment Inventory – 10 (RCI; Worthington et al.,
2003). Therapists included various ages, training levels, and experience. Of the participating
therapists, 69% who included a specific religious denomination in an open-ended explanation of
their religious/spiritual beliefs indicated at least some connection to the Church of Jesus Christ of
Latter-day Saints. A small number (10%) mentioned Christianity being a part of their belief
system but did not identify the Church of Jesus Christ of Latter-day Saints. All therapists and
clients who are members of the Church are required by the university to regularly attend
religious services. Therapists received a $10 incentive for completing the RCI-10 before the
study began and a $10 incentive each time they completed the Therapist Session Checklist (TSC;
described below) after treating a client-subject.
Measures
The Outcome Questionnaire
The Outcome Questionnaire – 45.2 (OQ; Lambert et al., 2004) was designed to measure
three aspects of an individual’s level of functioning: levels of symptom distress, performance in
various social roles and activities, and perceived quality of interpersonal relationships (Beckstead
et al., 2003). Some of its main functions are to measure the level of distress an individual is
experiencing at the time of administration and to be sensitive to change over short periods of
time (Lambert et al., 1998; Wells et al., 1996). Vermeersch et al. (2004) concluded that the OQ
Total score was sensitive to change in multiple populations, including college counseling centers,
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and was used to track the outcomes of clients during therapy through administrations that
occurred within the 24 hours before each appointment. In different populations, the OQ total
score has test-retest reliability scores in the .80 - .90 range (Pearson product-moment correlation
coefficient) and internal consistency of .93 (Cronbach’s alpha; Lambert et al., 1998; Vermeersch
et al., 2004). The Cronbach’s alpha for the initial completion of the OQ for the current study’s
sample was 0.92 and for the final completion of the OQ the Cronbach’s alpha was 0.94.
In addition, the OQ includes a cutoff score of clinical distress at 64, meaning that the
distress experienced by individuals who score below 64 is not considered to be at the clinical
level, while scores at or above 64 do indicate a clinical level of symptom distress (Lambert, et
al., 1998). Overall, the OQ total score is considered to be a satisfactory measure of client’s
changes in distress level over the course of therapy. The change in OQ total scores from the
beginning of therapy and the end of therapy was used as a variable for therapy outcome.
The Religious Commitment Inventory
The Religious Commitment Inventory – 10 (RCI; Worthington et al., 2003) is designed to
measure individuals’ religious commitment, which Worthington (1988) defined as “the degree to
which a person adheres to his or her religious values, beliefs, and practices and uses them in
daily living” (p. 166). The RCI-10 was administered in order to assess religious commitment at
the beginning and end of treatment (for the client participants) and once at the beginning of their
participation (for the therapist participants). Respondents read statements and select a number
between one and five on a Likert scale from “Not at all true of me” to “Totally true of me.”
These statements include “I make financial contributions to my religious organization,” “My
religious beliefs lie behind my whole approach to life,” and “I keep well informed about my
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local religious group and have some influence in its decisions.” The full RCI-10 is provided in
Appendix A.
The RCI-10 psychometric data support the measure as an accurate representation of the
individual’s religious commitment. It was adapted from the 17-item RCI-17 (McCullough et al.,
1997) to provide a more accessible version that retained or improved upon the psychometric
properties of the previous iteration. In a series of six studies, Worthington et al. (2003)
determined that the RCI-10 has high internal consistency with a coefficient alpha of 0.93, testretest reliability of 0.87 with three weeks between administrations, and high construct,
concurrent and discriminant validity when compared to other measures. In factor analyses, all of
the items on the RCI-10 loaded onto one of two factors which were identified as interpersonal
religious commitment and intrapersonal religious commitment. The two were highly correlated,
indicating that they are two parts of the more general construct of religious commitment. Overall,
Worthington et al. (2003) determined that the RCI-10 has adequate psychometric properties,
especially when applied to Christian individuals. Based on their findings, they also specifically
noted that the measure is well-suited for use in research occurring within university and college
counseling centers. The Cronbach’s alpha for the current sample was 0.91, indicating good
internal consistency.
The Clinically Adaptive Multidimensional Outcome Survey
The Clinically Adaptive Multidimensional Outcome Survey (CAMOS; Sanders et al.,
2018) is a measure designed to be used for routine outcome monitoring. This 25-item
questionnaire was developed from a 42-item version after factor analyses with three separate
samples of psychotherapy clients. The CAMOS was intended to assess different dimensions of
client concerns and distress, five of which were identified in an exploratory factor analysis.
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These dimensions are psychological distress, relationship distress, spiritual distress, physical
health distress, and concerns about therapy. The model fit was found to be very good in
confirmatory factor analyses that were performed on the different samples, as well. Cronbach’s
alpha for each dimension was at least 0.8 and good factor correlations between dimensions
indicated that all five dimensions had good internal reliability.
Sanders et al. (2018) also found that the individual CAMOS dimensions can be used
independently in order to monitor client concerns in specific areas. For this study, only the
concerns about therapy subscale will be used as a measure of the clients’ perception of therapy
progress. This subscale assesses client distress about therapy, uncertainty about whether they can
be honest with their therapist, and uncertainty that their therapist will understand their concerns.
The concerns about therapy subscale showed good internal consistency with a Cronbach’s alpha
ranging from .80 to .84 in the different samples. The Cronbach’s alpha for this study was 0.81.
The client participants in this study took the full, 25-item CAMOS as part of their weekly set of
questionnaires, in addition to the OQ and other measures. The last time that they completed the
survey, the sum of their responses on the four questions that make up the concerns about therapy
subscale were used as the measure of client perception of therapy progress.
Therapy Session Checklist
The therapy session checklist (TSC) is an online checklist that therapist participants
complete after each therapy session with a client participant. It consists of sections where the
therapist can mark which theoretical orientation they were using during the session,
psychological interventions, spiritual interventions, topics that were discussed, and their
intentions for – or the purpose of – the session. While the third section is called “spiritual
interventions” it includes interventions that address religious issues as well. Items include
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“explored religious questions or doubts,” “referred to religious community,” and “used religious
bibliotherapy,” among other options. The full spiritual interventions section can be seen in
Appendix B. Though therapist participants completed the entire TSC for each session as part of a
larger research project, the current study only includes information from the spiritual
interventions section to track how many religious or spiritual interventions therapists used in
sessions. As noted above, therapist-participants received $10 for each TSC they completed.
Procedure
All procedures for the project were approved by the BYU Institutional Review Board.
Client participants were recruited via flyers placed in the waiting area of the counseling center. If
they showed initial interest on the CAPS intake paperwork, they were sent an email inviting
them to complete a few additional questionnaires including a consent form and the RCI-10. At
that point, they were assigned to a therapist in the counseling center in accordance with normal
procedures and completed the OQ before each session in order to track outcome. Clients were
initially paid a small monetary incentive of $5 for completing the initial questionnaires
(including the RCI-10) and $5 for completing the OQ before each therapy session in addition to
other questionnaires that were not included in this study that the clients took regularly throughout
therapy. Three months after their last session of therapy, client participants received an email
inviting them to complete the follow-up questionnaires, which again included the RCI-10
(among others) but was not used for the current study. They were given $25 when they
completed the follow-up questionnaires. If they were still a student at BYU, client-participants
were paid directly into their BYU financial account, if no longer enrolled, a check was sent to
them at the address that they provided at the beginning of the study.
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Therapist participants were recruited through email and in-person invitations. Once they
consented to be a part of the study, they completed the RCI-10, which was deidentified in order
to protect the therapists’ confidentiality. The provided treatment as usual to their clients, which
included therapies from several different theoretical orientations including cognitive behavioral,
acceptance and commitment, mindfulness-based, client-centered, integrative, and others. The
therapists were instructed to treat their participant clients as they typically would nonparticipating ones. Therapists were paid $30 for completing an initial training about their
participation in the research and then $10 per session completed with a client participant for
filling out the TSC, detailing what was done during the session. All therapist participant
incentives were delivered via Visa gift cards.
Data Analysis
Data were analyzed using regression models to investigate the hypotheses, including
multilevel models in the case of each hypothesis that directly involves therapist data since all
therapists will have multiple clients. All analyses were completed using Stata 16.1. For
hypothesis 1a, the relationship between client RCI and initial distress was addressed using
regression of client RCI score on initial OQ score. Linear regression was also used for hypothesis
1b to model the relationship between client RCI score and final OQ score, with client RCI
predicting the final OQ score as a measure of therapy outcome – controlling for initial OQ. A
regression of final OQ on first OQ in order to establish a regression coefficient that represents
the particular client’s change over the course of therapy. That coefficient was then used in a
regression model to determine whether OQ change was predicted by the client’s concerns about
therapy progress, addressing hypothesis 2. A regression approach was also used to investigate
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the relationship between therapist religious commitment and the average number of religious
interventions that they used in each session, addressing hypothesis 3.
Multilevel regression was used in order to examine whether level of match between client
and therapist religious commitment predicted client concerns about therapy, as anticipated in
hypothesis 4a. The degree of matching between therapist and client religious commitment was
estimated using their respective scores on the RCI in a regression interaction model. An identical
approach was used for hypothesis 4b to determine whether client and therapist RCI match
predicted therapy outcome for the client but used the OQ change score instead of the clients
concerns about therapy. A multilevel model was used in both of these analyses because client
RCI scores need to be nested within their therapists’ RCI scores. The product of the two RCI
scores was used in a cross-level interaction in order to obtain a score that represents the level of
matching, which was then entered into a regression with the clients’ perception of therapy score.
Results
Descriptive Statistics
All client participants completed the RCI at the beginning of their participation in the
study. Their scores were skewed but showed a fair amount of variability, with a mean score of
39.95, (SD = 9.01). Some individuals reached the minimum and maximum scores of 10 and 50,
respectively. In their reports of normative data for the measure, Worthington, et al. (2003)
indicated that the mean RCI scores in a typical university student population ranged from 22.8
(SD = 10.5) to 25.7 (SD = 11.9). Christian students at “explicitly Christian colleges” had mean
RCI scores of 38.5 (SD = 7.9) while the mean for clients in Christian agencies was 37.0 (SD =
10.4). While the religious commitment of clients included in this study is higher than at other
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counseling centers, it is not far from what the creators of the RCI reported for some other
religious institutions. A distribution of client RCI scores is seen in Figure 1.
Figure 1
Distribution of Client Religious Commitment Inventory (RCI) Total Scores

Therapist participants also completed the RCI as planned, and data showed a similarly
negative skewed as client scores. The mean score for therapists was 36.57 (SD = 9.38) with
scores ranging from 11 to 50. In the normative data provided by Worthington, et al. (2003),
therapists in a “secular agency” had a mean RCI score of 25.5 (SD = 11.3) while the mean of
those at a Christian agency was 45.9 (SD = 4.4). Thus, as with clients, therapist RCI scores were
not unexpected given normative data. The distribution of therapist RCI scores is seen in Figure 2.
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Figure 2
Distribution of Therapist Religious Commitment Inventory (RCI) Total Scores

The most recent/final CAMOS was used for this study, specifically the client concerns
about therapy (CCT) progress subscale. Responses skewed toward being more positive, with a
mean of 5.19 (SD = 3.74) while scores ranged from 0 to 20 (the maximum and minimum scores.
The distribution of CCT scores is shown in Figure 3.
Figure 3
Distribution of Client Concerns About Therapy (CCT) Subscale Scores
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In the therapy session checklist, therapist participants indicated which spiritual/religious
interventions they used in each session. There was variety in the types of interventions used, as
seen in Figure 4. The five most frequently used spiritual/religious interventions were “Listened
to spiritual issues,” “Discussed compassion,” “Discussed hope,” “Discussed the spiritual
dimensions of problems and solutions,” and “Explored religious questions and doubts,” in that
order. The five least frequently used spiritual/religious interventions – starting from the least –
were “Encouraged charitable service,” “Affirmed client confession/repentance,” “Used spiritual
assessment,” “Encouraged spiritual journal writing,” and “Engaged in spiritual relaxation or
imagery.”
Figure 4
Frequency of Religious/Spiritual Interventions Use by Type

Religious Commitment and Distress
Hypothesis 1a
To test the hypothesis that client religious commitment would predict initial distress,
regression of initial OQ score on client RCI score was computed, revealing a negative
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relationship between the two (B = -0.77, p < 0.001, R2 = 0.07, 95% CI [-0.97, -0.57]). This is

shown in Table 2 and graphically presented in Figure 5. The negative relationship indicates that
for every one-point increase on the RCI, a client’s initial OQ score could be expected to be 0.77
points lower, representing lower pre-treatment distress. Taking this into consideration, a client
with a RCI score of 10 compared with a client with a RCI score of 50 on average would be
predicted to score 30 points higher on the OQ.
Table 2
Regression of Client Religious Commitment on Initial Distress
Effect

Estimate

Client RCI

-0.77

SE
0.10

95% CI
LL
-0.97

p
UL
-0.57

<.001

Figure 5
Distribution of client religious commitment on initial distress

Hypothesis 1b
The hypothesis that higher client religious commitment would predict lower distress at
the end of treatment was tested using linear regression, of RCI score and final OQ score,
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controlling for the initial OQ score. As seen in Table 3, RCI was found to be negatively related

to final OQ, (B = -0.32, p = 0.001, R2 = 0.34, 95% CI [-0.51, -0.14]) even when considering that
those with lower RCI scores also had lower OQ scores before treatment. Therefore, for every
point higher on the RCI, a client’s final OQ score would be expected to be lower by 0.32 points.
This indicates that clients with higher religious commitment will likely have slightly better
outcomes from psychotherapy than others.
Table 3
Regression of Final Client OQ Score
Effect

Estimate

Client RCI
Initial OQ

-0.32
0.51

SE
0.09
0.03

LL
-0.51
0.44

95% CI
UL
-0.14
0.58

p
0.001
<.001

Client Concerns About Therapy and Outcome
Hypothesis 2.
The hypothesis that fewer client concerns about therapy progress would predict lower
distress at the end of treatment was addressed using regression, with final OQ score representing
therapy outcome, predicted by client concerns about therapy, while controlling for initial OQ.
The relationship was positive (B = 2.04, p < 0.001, R2 = 0.38, 95% CI [1.52, 2.52]), showing that
for every one-point increase on the CAMOS scale of client concerns about therapy, an increase
of 2.04 points can be expected on the final OQ. These values are shown in Table 4. This positive
relationship shows that clients who have concerns about therapy and their relationship with their
therapist are likely to have significantly worse outcomes than others in psychotherapy.
Table 4
Regression of Client Concerns About Therapy on Ending Distress
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Effect

Estimate

Client Concerns
Initial OQ

2.04
0.43

SE
0.27
0.04

95% CI
LL
1.52
0.35

p
UL
2.52
0.51

<.001
<.001

Therapist Religious Commitment and Religious Interventions
Hypothesis 3
It was hypothesized that higher therapist religious commitment would predict higher
average number of religious interventions used per session, and this was investigated via a linear
regression approach, with therapist RCI predicting the average number of religious interventions
that they use in each session, which was expected to result in a positive relationship. However,
there was no significant relationship between therapist religious commitment and the average
number of spiritual/religious interventions they used in treatment (B = 0.05, p = 0.062, R2 = 0.09,
95% CI [-0.002, 0.11]). This could be due to the fact that the variability in average number of
religious interventions used by therapists was low with a mean of 2.40 (SD = 1.62) only ranging
from 0.35 to 6.27, see Figure 6 and Table 5.
Figure 6
Distribution of the Average Number of Religious/Spiritual Interventions Used by Therapist
Participants
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Table 5
Regression of Therapist Religious Commitment on Average Religious/Spiritual Interventions
Effect
Therapist RCI

Estimate

SE

0.05

0.03

95% CI
LL
-0.002

p
UL
0.11

0.062

Matching on Client and Therapist Religious Commitment
Hypothesis 4a
To investigate whether a better match between therapist and client religious commitment
would predict fewer client concerns about therapy progress multilevel regression was used,
where the degree of matching between therapist and client religious commitment was estimated
using their respective scores on the RCI in a regression interaction model. It was hypothesized
that a negative relationship would exist since a higher score on the therapy concerns subscale
indicates that the client’s perception of therapy progress is more negative. As seen in Table 6,
however, the model was not significant. This indicated no relationship between the interaction of
therapist and client RCI and CCT (B = -0.002, p = 0.161, 95% CI [-2.40, 9.57]). Additionally,
the overall model was not significant, with the = 8.39, p = 0.039 showing no
significant difference from the null hypothesis and random-effects parameter estimate equal to
3.32e-13. Residual intraclass correlation also approached zero (ICC = 2.42e-14), signifying that
there is no evidence of impact at the therapist level.
Table 6
Client Concerns About Therapy Predicted by Client and Therapist Religious Commitment
Effect
Client RCI
Therapist RCI
Interaction

Estimate
0.06
0.09
-0.002

SE
0.08
0.08
0.002

95% CI
LL
-0.09
-0.07
-0.01

p
UL
0.21
0.24
0.001

0.43
0.27
0.16

35

RELIGIOUS COMMITMENT AND PSYCHOTHERAPY
Hypothesis 4b

Finally, a better match between therapist and client religious commitment was expected
to predict better therapy outcome, which was investigated using an identical approach to the
previous hypothesis. However, the OQ score was used instead of the clients concerns about
therapy in order to answer whether or not the client’s outcome is impacted directly by the match
between client and therapist religious commitment. There was no evidence for the interaction of
client and therapist religious commitment influencing therapy outcome (B = -0.014, p = 0.120,
95% CI [-0.03, 0.004]), see Table 7. While the overall model was significant, (4, N = 523) =
285.09, p = 0.00, it showed no difference from the null. Again, residual intraclass correlation was
very low (ICC = 0.03), signifying that there is no evidence of impact of religious commitment at
the therapist level on outcome.
Table 7
Client Therapy Outcome Predicted by Client and Therapist Religious Commitment
Effect

Estimate

Initial Distress
Client RCI
Therapist RCI
Interaction

0.52
0.18
0.49
-0.01

SE
0.03
0.33
0.34
0.01

95% CI
LL
0.45
-0.18
-0.18
-0.03

UL
0.59
0.83
1.15
0.003

p
<0.001
0.58
0.15
0.12

Discussion
The purpose of this study was to investigate the role of religious commitment in the
experience and outcome of clients in psychotherapy at a university counseling center. As
expected, client religious commitment was found to be related to lower initial distress and both
higher client religious commitment and lower client concerns about therapy predicted better
therapy outcomes. However, therapist religious commitment was not related to the average
number of religious/spiritual interventions used per session, which diverged from the hypothesis.
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The impact of the match between client and therapist religious commitment was also
investigated, but – contrary to expectations – there was no evidence that the level of match
impacted the client’s perception of therapy or their outcomes.
Client Factors
Clients’ religious commitment significantly impacted initial distress. In other words, a
client who is more religious can be expected to be less distressed than a less religious individual
when they enter psychotherapy. While the R-squared value indicates that only 7% of the
variance in initial OQ score can be predicted by the RCI, this is similar to other factors in
psychotherapy outcome research. Lambert and Barley (2001) reported that even variables like
specific therapeutic techniques used by a therapist account for about 15% of the variance in
psychotherapy outcome. Religious clients were also less distressed than their secular
counterparts at the end of treatment, even when their lower initial distress was taken into
account. Although the effect was small, a difference of 11 points on the RCI predicted a fourpoint difference in final OQ score. This change in OQ score could be conceptualized as one
symptom rated as “almost always” at the beginning of treatment (e.g., “I feel stressed at
work/school,” “I feel worthless,” “I have thoughts of ending my life,” etc.) being rated as
“never” at the end of therapy. Additionally, a 40-point difference between two clients’ RCI
scores would predict slightly more than a 14-point difference on the final OQ. A 14-point change
in one client’s OQ score over their course of therapy would be considered significant
improvement according to the OQ manual (Lambert, et al., 1998).
These data are aligned with previous findings that higher religiosity can predict positive
mental health outcomes (Bonelli & Koenig, 2013; Koenig, 2009; McCullough, 1999; Shafranske
& Cummings, 2013). Though the results of this study, were also likely influenced by the setting
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in which it took place: a university sponsored by a specific religion. The positive skew of
religious commitment among the participants of this study is probably representative of the
university at large, where the vast majority of students are affiliated with the sponsoring religion
(the Church of Jesus Christ of Latter-day Saints). This is important because students at the
university who identify as low in religious commitment are in the minority and therefore could
be expected to feel somewhat disconnected from the campus community and/or concerned about
their standing at the university (since religious activity is required). Feeling socially isolated or
worried would clearly impact their distress levels entering therapy, regardless of other presenting
concerns.
Fewer client concerns about therapy also predicted decreased end-of-treatment distress.
Having fewer concerns about therapy was related to lower scores on the OQ to the degree that
for every point increase on the client concerns about therapy (CCT) subscale of the CAMOS
(indicating additional concerns), final OQ could be expected to increase by two points
(indicating higher levels of distress). Another explanation could be that a difference in seven
points on the CCT would predict a 14-point increase in the OQ, equal to the cutoff for significant
deterioration (Lambert, et al., 1998). Therefore, it was shown that when clients perceived that
therapy was going well and rated their relationship with their therapist positively their outcomes
were better. This was in line with expectations based off of previous research and shows that if
other variables impact client perceptions of therapy, those variables might indirectly impact
treatment outcome.
Therapist Factors
While therapist religiosity was expected to predict the average number of
religious/spiritual interventions that they used in therapy, this was not found in this study. There
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was no significant difference in how often these therapists utilized those tools in treatment. As
explored in the Introduction, other studies have shown that therapist religiosity typically predicts
their comfort with including religious interventions and the frequency with which they do so
(Cummings, et al., 2014; Shafranske & Malony, 1990; Walker et al., 2005). However, these
results suggest that participating therapists in this study, across all levels of religious
commitment, were successfully able to adapt their therapeutic approach to address their clients’
needs regardless of their personal beliefs. One factor that was not addressed in this study was the
nature of the specific religious/spiritual interventions that were used by the therapists. While
there is variety in the type of utilized interventions, it is possible that the therapists did not view
some of the listed interventions as particularly religious or spiritual (e.g., discussing compassion
or hope). The lack of significant difference in average number of religious/spiritual interventions
used across levels of religious commitment could potentially have been influenced by therapists
using particular types of interventions more than others.
As these data were gathered at a highly religious institution where a high percentage of
clients are interested in discussing spiritual or religious topics, it is likely that the therapists in
this study have much more experience in dealing with religious concerns and utilizing religious
interventions than the therapists at a more secular university would. Therefore, the explanations
provided by previous research may not apply to the participants in this study. The overall
presence of mental health concerns that are related to religion are likely very well-known to the
therapists at such an institution and the religious homogeneity of the clientele might make it
easier for even the least religious therapist to establish standard interventions that address those
concerns. While previous research found that higher therapist religiosity or spirituality predicted
more favorable attitudes toward using religious/spiritual in treatment (Cummings et al., 2014),

RELIGIOUS COMMITMENT AND PSYCHOTHERAPY

39

therapy clients in a highly religious setting would likely request those interventions more
frequently. The consistent experience of addressing those issues with clients could only be
expected to lead to increased therapist confidence in doing so. This confidence would be another
difference from the typical therapy provider, as reported by Oxhandler and Parrish (2018) who
said that most therapists did not feel confident in their ability to appropriately involve religious
or spiritual topics in therapy, even if they had positive views toward doing so.
Finally, therapists’ personal religiousness and practice of religious behaviors has
previously predicted more frequent use of religious interventions and self-reported competency
(Walker et al., 2005). However, because religious behaviors – including regular church service
attendance – are a requirement for employment at Brigham Young University, they may not be
an accurate measure of internalized religiosity. This study indicates that familiarity with
religious behavior may be more relevant than internal beliefs. Overall, while existing research
would suggest that therapists in general are unlikely to feel competent or comfortable with using
religious interventions unless they are religious themselves, it seems that the therapists in this
study were able to employ these interventions skillfully, regardless of levels of personal religious
commitment.
Therapist and Client Matching
While the previous research in matching on therapist and client characteristics is mixed,
there is some evidence to suggest that matching on religiosity might be beneficial to client
perception of treatment and outcome (Gregory et al., 2008; Kelly & Strupp, 1992; Martinez et
al., 2007). However, this study did not show a significant relationship between congruence or
non-congruence on religious commitment and client concerns about therapy or distress at the end
of therapy. While somewhat unexpected given the existing research, this null finding may be less
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surprising given the unique setting in which this study took place – as explained above. Some of
the applicable matching literature is focused on client perception of how they matched with their
therapist (Kelley & Strupp, 1992; Dolinsky et al., 1998; Martinez et al., 2007), and this study did
not examine client perception of match. It is likely that the vast majority of clients were unaware
of their therapists’ level of religious commitment, meaning that clients might perceive a good or
bad match regardless of the convergence (or lack thereof) on RCI scores. Other research has
shown that therapists can be expected to have a difficult time working with clients whose beliefs
or behaviors oppose their own (Morrison & Borgen, 2010; Brown et al., 2013). However, the
homogeneity of the clients in a religious university’s counseling center may have made it easier
for therapists to become skilled at dealing with those clients.
In addition to the unique factors that impact the therapists at the center in the current
study, an important aspect being a psychologist in any setting is multicultural competence. The
APA has emphasized the importance of maintaining high standards when it comes to working
with people in a way that takes the intersection of the various aspects of their identity into
account, and religion is an important part of many individuals’ identities (APA, 2002; APA,
2017). Therefore, the ability of the therapists in this study to provide therapy to clients of various
levels of religious commitment – especially when different from their own – is one sign that they
have developed multicultural competence in their clinical work. Given this profession-wide
expectation to provide services that are inclusive to individuals of all cultural backgrounds, it
might be expected that psychologists would be able to handle religious topics and deliver
applicable interventions. While previous research has shown that therapists may have a difficult
time navigating these types of clinical situations (Hathaway et al., 2004; Oxhandler & Parrish,
2018; Shafranske & Malony, 1990; Walker et al., 2011) this study shows that it is not inevitable
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for religious differences between therapists and clients to impact the client perception of therapy
or treatment outcomes.
Limitations
The current study occurred in the counseling center of a university where the vast
majority of students identify as religious and are expected to maintain their religious practice
while enrolled. Because of this, levels of religious commitment were likely less normally
distributed than would be expected at most other universities. Likewise, therapists in the study
were employed by the same institution and were under the same expectations as students
regarding consistent religious practice. These unique characteristics make the findings of this
study more difficult to generalize, even while providing helpful insight into highly religious
treatment settings. Since research shows psychologists are more likely to be irreligious than the
average American, other settings might have a similar issue of low variability in religious
commitment, but on the other end of the scale (Delaney et al., 2007; McMinn et al., 2009; Post &
Wade, 2009; Shafranske, 2000; Shafranske & Cummings, 2013).
Additionally, it is important to note that not all students receive their mental health
treatment from the university counseling center and might instead seek therapy from providers in
the community. At an institution where students’ status is dependent on their religious activity,
students who are experiencing changes in their religious beliefs or behaviors might be more
likely to leave the university for therapy. This could be due to concerns that therapists embedded
in the university would be less willing or capable of addressing changing religious beliefs or that
their status at the university could be at risk. While there is no simple solution to this particular
limitation, it is possible that it could have made the sample less representative of the diversity of
client religious commitment.
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Conclusions and Future Directions
This study sought to investigate the relationship between religious commitment at the
client and therapist level and variables such as initial distress, outcome, client perception of
therapy, and therapist utilization of religious interventions. Results showed that higher client
religious commitment did, in accordance with hypotheses, predict lower distress at the beginning
of therapy and at the end (even when controlling for initial distress). As expected, higher levels
of client concerns about therapy progress predicted higher distress at the end of treatment.
Though higher level of religious commitment was anticipated to predict higher average number
of religious interventions used per session, this was not the case. Similarly, level of congruence
between client and therapist religious commitment was not significantly related to client
concerns about therapy or client outcomes.
Future research could likely benefit from gathering data at sites where there is a high
degree of variability in the religious commitment in both the client and therapist populations.
This would provide more opportunity for highly religious individuals to be paired with therapists
that are completely non-religious and vice-versa. Since previous research has shown that
psychologists’ use of religious interventions is often predicted by their own personal religiosity,
data that come from sites that do not deal with religious topics as frequently as BYU’s
counseling center might also contain additional insights. Since therapists at a more secular
institution or site might not have as much experience with those types of issues as a natural
function of their location, their own religious commitment might impact the average number of
religious interventions used as was hypothesized in this study.
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Not at all true of me

Somewhat true of me

Moderately true of me

Mostly true of me

Totally true of me

10-Item Religious Commitment Inventory

1

I often read books and magazines about my faith.

1

2

3

4

5

2

I make financial contributions to my religious organization.

1

2

3

4

5

3

I spend time trying to grow in understanding of my faith.

1

2

3

4

5

4

Religion is especially important to me because it answers many
questions about the meaning of life.

1

2

3

4

5

5

My religious beliefs lie behind my whole approach to life.

1

2

3

4

5

6

I enjoy spending time with others of my religious affiliation.

1

2

3

4

5

7

Religious beliefs influence all my dealings in life.

1

2

3

4

5

8

It is important to me to spend periods of time in private religious
thought and reflection.

1

2

3

4

5

9

I enjoy working in the activities of my religious organization.

1

2

3

4

5

10

I keep well informed about my local religious group and have
some influence in its decisions.

1

2

3

4

5

Read each of these statements and select the number that best describes
how you feel:
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